Sir,

Subcutaneous phaeohyphomycosis is a rare disease caused by phaeoid fungi living as saprophytes in soil and rotting vegetation. It often affects the immunocompromised patients and rarely healthy individuals. The infection follows traumatic implantation of fungi into the skin, producing a localized granulomatous lesion, generally single and cyst-like.\[[@ref1][@ref2]\] *Exophiala Jeanselmei* is the most common causative agent implicated and occurs frequently in the patient with predisposing factors.\[[@ref1]\]

A 62-year-old male patient carpenter presented with painless swelling over the left palm at the root of the middle finger. The swelling gradually progressed in size over seven years. He was a diabetic on anti-diabetic regimen. Local examination revealed a non-tender, soft, fluctuant cystic swelling. X-ray of the left hand showed the soft tissue swelling over the volar aspect without bone involvement. Hemogram showed eosinophilia. Blood sugar levels were elevated. Clinical diagnosis of compound palmar ganglion was offered. At operation, a cystic lesion was noted with its capsule adherent to palmar aponeurosis.

Grossly, the specimen was irregular, collapsed, whitish cystic tissue measuring 5 × 3 × 1cm. Microscopy showed fibro-collagenous cyst wall with multiple suppurative granulomas. The granulomas consisted of multilayered epithelioid cells with necrotic material and occasional langhans giant cells. At the junction of necrosis and epithelioid cells, pockets of neutrophils were seen. A diligent search was made in the areas showing pockets of neutrophils amidst which were seen, filamentous structures showing prominent septation \[[Figure 1](#F1){ref-type="fig"}\]. Grocott\'s methanamine silver \[GMS\] stain confirmed the irregular branching hyphae with constrictions at the level of septae \[[Figure 1](#F1){ref-type="fig"} Inset\]. Both filamentous and budding yeast-like forms were appreciated. Acid-fast staining was negative. A final diagnosis of subcutaneous phaeohyphomycosis was made. On account of morphological resemblance, probable etiological agent implicated was *Exophiala Jeanselmei*. However, culture could not yield any growth due to contamination. Based on histopathology report, the patient was put on Itraconazole to which he responded.

![Photomicrograph of tissue section of the cyst wall showing pockets of inflammatory cells \[arrow\] at the junction of necrosis and epithelioid cells with fungal hyphae \[H & E, ×400\]. Inset: Tissue section in GMS stain showing the fungi as budding yeast-like form \[arrow\] and septated filamentous form \[arrow head\] with constriction at the level of septae and irregular branching \[GMS, ×1000\]](JGID-6-45-g001){#F1}

The first case of phaeohyphomycosis was reported by De Beurman and Gougerot in France in 1907. Phaeohyphomycosis can be classified into four basic forms: (1) Superficial, (2) Cutaneous and corneal, (3) Subcutaneous and (4) Systemic.\[[@ref3]\]

Subcutaneous phaeohyphomycosis, in most instances presents as single cyst or abscess or nodule, especially involve extremities followed by paranasal sinuses and central nervous system.\[[@ref1][@ref4]\] Most cases are clinically diagnosed as sebaceous cyst, ganglion or foreign body granuloma.

The fungal agents implicated for phaeohyphomycosis are Bipolaris, Alternaria, Xylohypha, Phialophora and Exophiala. Exophiala is the commonest etiological agent implicated.\[[@ref4]\] *Exophiala jeanselmei* are found within the cyst cavity, its edge or within histiocytes. Hyphae often have constriction around the level of septae. The mycelia, if present are more loosely arranged. Pigments though present are not always obvious.\[[@ref5]\] The risk of dissemination is more common in immuno-compromised individuals.

Subcutaneous phaeohyphomycosis is a rare and cryptic entity. Histologically, pockets of inflammatory cells within the necrotic tissue serves as useful guide for diagnosis and calls for a diligent search for etiological agent which could otherwise be neglected. Although the culture is considered gold standard, it is not always positive as it carries the risk of contamination and is time-consuming. The patient can be treated at the earliest on the basis of histopathology.
